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LETTERS TO
THE EDITOR

Home treatment of cytomegalo-
virus retinitis with intravenous
Ganciclovir

Cytomegalovirus (CMV) retinitis, is a

common late manifestation of AIDS
with a prevalence of between 12 and
46% of patients.' It is a distressing
complication and if left untreated the
virus destroys the retina completely
resulting in blindness.2 Treatment
with intravenous ganciclovir retards
progression, but daily maintenance
treatment must be given indefinitely.
It is now common practice for patients
with CMV retinitis to be given a

central indwelling catheter, so that
they can treat themselves at home.

Ganciclovir is supplied as a powder
which must be reconstituted before
use. The data sheet states that infusion
solutions may be stored for up to 24
hours and so the drug is usually recon-

stituted each day by the patient or

district nurse. This is inconvenient, as

equipment such as needles must be
used, and poor sterile technique will
increase the risk of septicaemia. It is
also wasteful, as the dose ofganciclovir
is adjusted for body weight, so the
excess from a vial will be discarded.
Ganciclovir is supplied in 500 mg vials
which cost £20 each and the majority
of patients require 300 mg or less as a

daily dose.
Published stability data3 show

reconstituted ganciclovir to be
chemically stable for five days at room
temperature. Syntax (personal com-

munications) indicate this time period
can be safely extended further. At St
Thomas' Hospital ganciclovir is
prepared using aseptic technique in a

microbiological safety cabinet (con-
forming to BS5726 class 2). Sodium
chloride 0.9% w/v Injection BP is
used as the diluent. The work station
is regularly monitored following
standard guidelines, to assure an

acceptably clean environment, free
from particles and microbiological
contamination. The cabinet also
provides a level of protection for the

operator as ganciclovir is potentially
carcinogenic.4 An expiry of 7 days
stored in the refrigerator is judged to
be pharmaceutically satisfactory.
Once a week the patient is given seven

bags ofreconstituted ganciclovir ready
for administration and the patient
need only attach the bag to the sup-

plied giving set.
We have now treated seven patients

with ganciclovir prepared in this way
for periods of up to nine months. All
patients have responded well; two
patients have developed new foci of
infection after 77 days and 210 days of
treatment respectively. The patients
find it convenient and there have been
no episodes of septicemia. This
method of treatment is cost effective,
and we recommend its wide-spread
use.
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Neisseria gonorrhoeae, Tri-
chomonas vaginalis, and yeast
reported from attenders at an

antenatal clinic in a rural area in
Botswana

In a rural area in Botswana, Africa,
114 unselected pregnant women at-

tending an antenatal clinic (ANC)
were examined. Neisseria gonorrhoeae
and/or Trichomonas vaginalis (TV)
and/or yeast were reported from 69%
of the women. The individual pre-

valences were: NG 14%, TV 48%,
and yeast 39%. The presence of gon-
ococci was not found to be associated
with a higher prevalence of Tvaginalis
or yeast, or vice versa. In women from
whom a micro-organism was reported,

41 % had more than one micro-organ-
ism demonstrated.
The yeast: T vaginalis ratio was

1:13. Reverse ratios were reported
from England and Canada,' 3 but a
higher prevalence of T vaginalis than
yeast was also reported from South
Africa,4 indicating a different ratio of
these micro-organisms in pregnant
women in southern Africa compared
with England and Canada.
Symptoms of lower genital infec-

tions were found to be of little use in
predicting the presence of the micro-
organisms, as 70% of the women had
complaints of vaginal discharge,
dysuria, or vulval itching, and Ngon-
orrhoeae, T vaginalis or yeast were
reported from 61% ofwomen without
any of these complaints.
Owing to the high prevalences of

and potential complications caused by
infection with gonorrhoea and T
vaginalis, screening for these organ-
isms can be recommended for atten-
ders at an ANC represented in the
present survey, though systemic treat-
ment of trichomonas infections in
pregnant women during the first
trimester cannot be recommended.5
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